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Executive Summary 
 
Oral and written testimony was received from fifteen speakers. Presenters in order of appearance 
and a brief synopsis of information presented below. 
 
Cornelia D. Gibbons, Director, Lt. Governor’s Office on Aging 

 
Presented accomplishments since July 1, 2004 when Office on Aging was transferred from 
DHHS to Lt. Governor (see handout).  Priorities for 2005-06 include addressing sustainable 
funding for services to seniors; the loop hole in Bingo tax legislation; coordination of 
accessible transportation; expand SC ACCESS and the ADIC “one stop shop” model. 

 
Seniors’ Impact on SC: Today and Tomorrow: 

 Maximize opportunities that in-migration of affluent mature adults presents for 
economic growth and improving tax base 

 Encourage private sector to create services that our aging population clearly is 
willing to purchase 

 Plan to meet aging population’s health needs and support a sustainable quality of 
life 

 Manage workforce issues presented by caregivers who are torn between careers 
and family responsibilities 

 Encourage personal responsibility so that certain inevitable services like long term 
care are purchased by individuals rather than funded as entitlements 

 
Tom Lloyd, Speaker, Silver Haired Legislature 
 

2005 Resolutions for South Carolina General Assembly 
 Increase number of ombudsmen 
 Criminal background checks for in-home and adult daycare providers 
 Transportation for an affordable fee 
 Increase in funding for abused seniors 
 In-Home and Community Based Services 
 Tax credits for payment of long term care insurance premiums 
 Funding for the SC Silver Haired Legislature 
 Access to Long Term Care Information 

 
Lynnda C. Bassham, Director Human Services, Lower Savannah Council of Governments 
 

 Support continuation and expansion of Aging and Disability Information Center 
 Support for continued home and community-based service options 
 Support for philosophy of consumer direction 

 
 
Libby Conkrite, Private Citizen, Aiken County 
 

 Continued support for Aging and Disability Information Center 
 
Teresa Arnold, Legislative Director, AARP of South Carolina 
 

 Funding for community based services to allow persons to remain in their homes  and to 
promote consumer independence, dignity, autonomy and privacy 
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Hannah Timmons, SC Education Association, Retired 
 

 Increase retirement benefits and annual COLA guaranteed 
 Improve health, dental and pharmaceutical drug insurance 
 Fund public schools and the EFA adequately 
 Oppose funding of private schools with public money 
 Revise the current SC tax structure 

 
Vickie Williams, President, SC Association of Area Agencies on Aging 

 
 Advocate for raises in the authorized Older Americans Act funding levels 
 Inclusion of an education and training certification program for AAA Directors 
 Educational training in gerontology and geriatrics in the health and social service 

professions targeted to ensure that an adequate force of skilled service providers are 
available to provide aging network services 

 
Maria Patton, Alzheimer’s Resource Coordination Center 
 

 Caregiver support in the form of emotional support, family support, and support groups 
 Information and resources on Alzheimer’s disease 
 Respite services for caregivers of patients with Alzheimer’s disease 
 Funding for the above continuum of services needed by families of patients with 

Alzheimer’s disease 
 
Mary E. Peters, President, CARE for LIFE 

 
Managing the care of aging parents is rapidly becoming the forefront of family issues 
today. Two-thirds of working caregivers report conflict between work and family. Sixty-four 
percent of caregivers of the elderly are employed and caregiver stress accounts for a 
twenty-seven percent increase in use of company health insurance benefits. The Baby 
Boom Generation will spend up to eighteen years caring for an elderly parent.  There is a 
great need to provide a broad range of eldercare services to working family caregivers. 
Coordinating health care and community resources to reduce work and family conflict 
should be a main priority for state planning. 

 
 
Susan Carlton, Executive Director, South Carolina Respite Coalition 

 
Respite is needed for anyone who is caring for someone 24 hours a day. It is the top need 
identified by family caregivers of children and adults alike. Respite is regular, intermittent 
breaks from round the clock care giving.  

 The first need is for respite to be easily found. A central point of contact is needed so 
that families have to make only one or two phone calls for sitters, referrals and financial 
help  

 Families want respite to be offered in group settings and in the home 
 Crisis respite should be available 
 Families should be able to select their respite care providers 
 Policy considerations must also include those caring for someone with mental health 

issues 
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Erika T. Walker, Director, The SAGE (Supporting the Advancement of Geriatric Excellence) 
Institute 
 
Three (3) top service weakness areas: transportation, mental health, middle economic level 
services. Develop a Senior Service Committee to present to the Legislature important issues 
from across service sectors. The Committee would better be able to focus on seniors as 
customers crossing all economic levels and all care needs. Focus on replicating senior service 
best practices not dependent on government funding. 
 
Lynn Stockman, Executive Director, Newberry County Council on Aging 
 

 Councils on Aging receive funding to maintain programs for our older generation through 
which they can remain independent and retain their dignity 

  
Sue Scally, Ph.D., Private Citizen 
 

 Expand concept of consumer choice to all public funding for long term care services 
 Recognize that informal care is the backbone of the long term care system and must be 

supported by public policy 
 Support federal legislation that will permit SC and other states to implement a program 

that improves access to affordable private long term care insurance 
 
Tom Sweeney, Coalition for Successful Aging 
 

 He is with MassMutual Financial Group and also serves on the Coalition for Successful 
Aging. Is ready to help with any issues related to education of long term care insurance  

 
 
Helen Dills Pittman, Private Citizen 
 

 House the Area Agencies on Aging at the Clemson Extension Services in each county. 
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Joint Legislative Committee on Aging 
2005 Public Hearing 

Tuesday, May 24, 2005  
Room 101, Blatt Building,  
Columbia, South Carolina 

 
 
 
Welcome and Opening Remarks  Representative Denny W. Neilson 
 
Rep. Denny Neilson welcomed everyone to the public hearing and thanked them for taking time 
from their busy schedules to attend the hearing. She stated that the Joint Legislative Committee on 
Aging needs to hear from folks so that the Committee can provide the legislation that is needed to 
help provide services for the seniors of South Carolina.    
 
Representative Neilson introduced the Committee members present: 
Representative Walton J. McLeod, Representative Thomas N. Rhoad, Senator J. Yancey McGill, 
Senator Glenn G. Reese, Ms. Linda Johnson, Mr. Ollie Johnson and Mr. Bill Riser. 
She stated that Senator Ronnie Cromer was not able to attend. 
 
Election of Officers: Representative Neilson was nominated and unanimously elected Chair of the 
Joint Legislative Committee on Aging. 
 
Representative Neilson thanked her legislative aid, Betsy Marchant for her assistance with 
coordinating the public hearing and Judi Davis from the Lt. Governor’s Office on Aging for 
recording the hearing. 
 
Representative Neilson said that each presenter would be allotted 5 minutes to speak and that 
each speaker should be prepared to give a copy of their written remarks to the committee.  
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Cornelia D. Gibbons 
 
Thank you for giving me the opportunity to speak to you today. I have given you a detailed handout 
and I will just summarize with you the high points in the remarks. It has been an exciting year and 
a lot has happened since we were here last year and since aging was moved under Lt. Governor 
André Bauer. He has provided us excellent leadership and a wonderful opportunity for us to reach 
out to our senior community and start some very exciting and innovative things. 
 

Selected Accomplishments since July 1, 2004 
Cost  Efficiencies 
1. Reduced rent approximately $40,000 per year in lease for new office.   The office moved 

January 3, 2004 to 1301 Gervais St, Ste 200, 29201. 
 
2. Reduced staff from 46 to 34.  (46 included 6 TGE slated to terminate 9/30 1 to transfer to 

DHHS.)  Net adjusted reduction of 7 staff. 
 

3. Assumed full responsibility for all operations.  Association with DHHS ended on January 3, 
2005. 

 
Direct Services to Seniors 
4. 31,657 persons were served with Older Americans Act and related funds during State FY 2003-

2004. 
 

5. The number of nursing home and residential care facility complaints reported to the Long Term 
Care Ombudsman Program increased from 4,911 complaints in 2003 to 5,251 complaints in 
2004. 

 
6. During FY 2003-2004 the state’s aging network provided information, referral and assistance 

services to 55,976 persons. 
 

7. During FY 2003-2004 13,359 persons were provided insurance counseling through the State 
Health Insurance Information Program through individual contacts or outreach events.  An 
additional 58,573 persons were reached through media events. 

 
8. During FY 2003-2004 12,507 persons were served through the Senior Medicare Patrol 

Program through individual contacts, suspected fraud complaints or outreach events.  An 
additional 67,820 persons were reached through media events.  

 
9. During FY 2004-2005 the ten Area Agencies on Aging were awarded a total of $20,015,896 in 

federal, state and local funds to provide for the local service delivery to approximately 35,000 
older adults in South Carolina. 

 
10. $500,000 currently has been awarded during FY 2004-2005 through the Permanent 

Improvement Project grant program.  $1,300,000 is currently in the RFP process to be awarded 
in September, 2005. 

 
11. $150,000 has been awarded for FY 2004-2005 to grantees for the Alzheimer’s Resource 

Coordination Center program (ARCC) for projects to assist persons or caregivers of persons 
with Alzheimer’s disease or related dementias.  

 
12. $33,268 was collected through the Elder Care Trust Fund for Calendar Year 2004.  Five 

projects are currently funded to assist seniors in South Carolina:  two for medication 
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awareness, two for senior home repairs, and one for operating an Alzheimer’s disease social 
day care program. 

 
13. Competitively procured the Title V Senior Employment contract for the first time. 

 
14. 2005-2008 State Plan on Aging has been approved by the Administration on Aging. 

 

15. Received a $15,000 grant from the Administration on Aging in September, 2004 for the 
Advanced Performance Outcomes Measurement Project. 

 
16. The Catawba AAA Board has been reconstituted to comply with federal & state funding 

requirement.  
 
New Initiatives 
17. Created the Lieutenant Governor's Office on Aging electronic newsletter – September, 2004. 

 
18. Developed a legislative agenda for 2005 with support from AARP, Silver-Haired Legislature, 

and long term care industry. 
 

19. Formed the LGOA’s Commission on Aging for Review and Evaluation.  The CARE is working in 
conjunction with the Coalition on Successful Aging to assist with the development of aging 
issues that need to be addressed by the State of South Carolina. 

 
20. Opened South Carolina’s first Aging and Disability Resource Center (ADIC) in Aiken and 

Barnwell December 1, 2004. 
 

21. RFPs to competitively procure all Older Americans Act services were issued Jan. 2005.  
Contracts to be implemented by the state’s ten Area Agencies on Aging on July 1, 2005.  Won’t 
save money but expect to purchase more services with the same dollars. 

 
22. Legislation was introduced to create a Geriatric Loan Forgiveness Program to assist physicians 

in repaying their loans as an inducement to practice geriatric medicine in South Carolina.  Key 
sponsors: Nathan Ballentine and Ray Cleary. 

 
23. Created SC Access (a web-based directory designed to help older South Carolinians and 

others who need long-term care supports locate the services available in their local 
community).  The LGOA is currently updating and enhancing the system for public roll-out 
during the summer of 2005. 

 
24. Negotiated agreement with residential care industry, AARP and Silver-Haired Legislature to 

start a Volunteer Ombudsman program during 2005.  Plans to implement the program are 
under way, and a training manual has been developed. 

 
25. Realigned our budget to transfer approximately $320,000 from COLA to fund 5 Ombudsmen for 

local programs.  An additional $52,000 will be transferred to fund a Volunteer Ombudsman 
position provided for the FY 2005-2006 State Appropriation’s Act. 

 
26. In the process of developing a Senior’s Rent Assistance Program in conjunction with the State 

Housing Authority for the next two years.  The program will initially be funded with $1,000,000. 
 

27. Working with USC School of Public Health, Office of the Study on Aging, on a joint grant from 
the National Institute on Aging to develop and test the feasibility, validity, and reliability of 
methodologies for measuring the prevalence and incidence of elder mistreatment. 
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28. Working with USC School of Public Health, medical school and MUSC on a joint grant from 

Duke Endowment to develop data necessary to plan for and evaluate impact on SC of in-
migration and to provide policy research to help the state address the needs of seniors in a cost 
effective manner. 

 
29. The SC White House Conference was held on April 25-27, 2005 at Springmaid Beach, Myrtle 

Beach for providing recommendations to the WHC in DC in October 23-26, 2005.  399 persons 
attended, and over $63,000 were raised privately through sponsorships and registration fees.   
Historically has been funded by state.  The South Carolina White House Conference on Aging 
was the largest state event in the nation. 
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Seniors’ Impact on SC: Today and Tomorrow 
Our Seniors State of the State 

 
Tremendous demographic changes are occurring in South Carolina.  The state’s 60 plus 
population is expected to double to 1.3 million by 2025.  South Carolina’s growth rate of older 
adults over the past decade ranked ninth in the nation.  
 
Maturing baby boomers comprise a senior community growing from two directions: the in-migration 
of retirees moving to our state and our indigenous aging population.  These demographic changes 
will result in two senior communities with different expectations and needs for public services.   
 
Our more affluent in-migrants will fuel the economy while expecting scenic beauty, recreational and 
cultural opportunities and modest taxes while our less fortunate seniors will depend on state 
services including Medicaid, housing, transportation, and other social services.  The synergy 
between the two senior communities can benefit our state economically if we plan well for our 
future.  
 
The growth of the senior population in SC presents both business opportunities and challenges 
that must be addressed in a partnership between the corporate community and public sector if we 
are to assure a sustainable quality of life.   
 
Five Critical Issues have been identified that will significantly impact the future quality of life for all 
South Carolinians.  While time only permits me to list these five issues, I have attached an 
addendum with detailed supportive data and information.  
 

Critical Issues 
 
I. Maximize the opportunities that the in-migration of affluent mature adults presents for economic 

growth to improve our tax base. 
II. Encourage the private sector to create the services our aging population is willing to purchase. 
III. Plan to meet our aging population’s health needs and support a sustainable quality of life. 
IV. Manage the workforce issues presented by caregivers who are torn between careers and family 

responsibilities. 
V. Encourage personal responsibility so that certain inevitable services like long-term care are 

purchased by individuals rather than funded as entitlements. 
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2005 South Carolina White House Conference on Aging 
 

The five critical issues just discussed were key discussion areas at the South Carolina White 
House Conference.  The 399 participants provided excellent ideas and policy direction both for the 
nation and our state.  The delegates voted to establish their priorities for the SC platform that goes 
to the National White House Conference in October.  The summary results follow:   
 
Issue # of Delegate Votes Percentage
Health Care 91 33%
Senior. Friendly Communities 58 21%
LTC 30 11%
Caregiving 26 9%
Planning for the Future 23 8%
Housing 19 7%
Alzheimer’s 13 5%
Research 8 3%
Workforce 6 2%
In-Migration 2 1%
   
Total Votes 276  
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Priorities for FY2005-06 
 

The LGOA will work with our partners under the leadership of Lieutenant Governor André Bauer 
and his CARE Commission to establish our 2006 legislative and programmatic agenda. Our goal 
will continue to be to use solid data and sound research to advise you on critical policy issues that 
need to be addressed to assure that our growing senior population does in fact have the 
opportunity to enjoy a sustainable quality of life.  We also must address sustainable funding for 
services to our seniors.  The loop hole in the Bingo tax legislation must be addressed as well as 
the need for additional resources to serve the 3,670 seniors on waiting lists in our local 
communities.  Coordination of accessible transportation is an essential.  And, we must expand 
SCAccess and the ADIC “one stop shop” model so that our seniors and their families can easily 
find and access the services they need.  André and his CARE Commission will help guide us 
through the next year to make wise and thoughtful decisions that maximize services in the most 
cost effective manner.  
 
In closing, let me first thank Lieutenant Governor André Bauer for his exemplary leadership and 
support.  He has truly opened the door to allow us to address the needs of our senior population.  
My thanks also go to our aging network – the 10 Area Agencies on Aging and the Councils on 
Aging and other local service providers.  And, a special thank you to our partners in advocacy:  
The Silver Haired Legislature and AARP. 
 
For additional information, please contact: 
 
Cornelia (Nela) D. Gibbons 
Director 
Lieutenant Governor’s Office on Aging 
1301 Gervais St.  
Suite 200 
Columbia, SC 29201 
 
gibbonsn@aging.sc.gov 
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Seniors’ Impact on SC: Today and Tomorrow 
Discussion of Five Critical Issues  

 
I. Maximize the opportunities that the in-migration of affluent mature adults presents for economic 

growth and improving our tax base. 
 

a) SC is currently ranked No. 5 in the nation for net in-migrants. These newcomers have 
average annual incomes of $110,000 and net worths of $1 million; 80% have college degrees; 
and a significant number have entrepreneurial plans.   

b)  Their top 5 ranked demands for products and services in decreasing order:  banking 
services, furniture, automobile, residential realtor, home mortgage. 

c)  In-migrants will create $2.2 billion in annual living expenditures, purchase 13,000 homes 
for $7.4 billion, and pay annually $3,350 on average in state and local taxes. 

d) It takes 3.7 new manufacturing jobs to equal the impact of one affluent retire household 
due to leakage and lifestyle issues. 

II. Encourage the private sector to create the services our aging population clearly is willing to 
purchase. 

a) These affluent seniors, both those in-migrating and indigenous, share a common 
predicament.  At some point in their lives they can foresee the need for assistance such as 
transportation, personal care, and nutrition.  Currently they are concerned because few 
businesses are offering the services they will require.   

b) Throughout the statewide hearings on the aging plan, seniors said that they were seeking a 
system that allows people with discretionary income to purchase these services. 

III. Plan to meet our aging population’s health needs and support a sustainable quality of life. 

a) Neither poor health nor disabilities is an inevitable consequence of aging, especially if we 
prepare for our mature years by promoting good health, preparing financially to meet our 
health needs, preventing chronic disease and postponing disability and institutionalization for 
older adults.    

 
b) Senior health issues have less to do with funding since 97% are covered by health 
insurance, and more to do with lack of access to preventative services and failure to coach 
good lifestyle decisions. 

 
c) Children born in 1900 could expect to live to 47, while newborns in 2000 could expect 77 
years.  These extra 30 years are largely due to a major shift in the leading causes of death.  
Last century it was infectious diseases and acute illness.  In our time it is chronic diseases 
and degenerative illnesses.  The key to a longer life in this 21st century involves individual 
decisions to adopt regular physical activity, a healthy diet and a smoke-free lifestyle.  And, 
importantly, it involves individuals having access to a physician so they can get regular health 
screenings.   

d) Although covered by Medicare, only one third of older Americans are receiving the benefits 
of immunizations and cancer screening, medicine’s most effective tools for preventing some 
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of the leading causes of death.  Meanwhile, lifestyle decisions to smoke, to eat poorly, and to 
be physically inactive were responsible for one out of every three deaths in 2000. 

e) One in seven seniors in South Carolina lives below the poverty level, and should be dually 
qualified for both Medicaid and Medicare health coverage.  Another group of seniors, with 
incomes less than 200% of poverty, potentially qualifies for Medicaid sponsorship of their 
long-term care needs.  Almost one in four women 60 years or older lives at or below the 
poverty level.   

f) The Centers for Medicare and Medicaid predicts dramatic increases in spending for nursing 
home costs ($178.8 billion by 2012) and home health care spending ($68.9 billion by 2012).  
Historically, in South Carolina, home health/community-based care has increased from 
$500,000 in 1981 to $93.6 million in 2002 while long term nursing care services have 
increased from $78 million in 1981 to $318.7 million in 2002. 

 
IV. Manage the workforce issues presented by caregivers who are torn between careers and family 

responsibilities. 
a) Throughout our country a new sandwich generation is emerging, so named because they 

are sandwiched between raising their children and caring for their elderly relatives.  About 
44 million full-time workers are also caring for family members because they cannot afford 
a professional caregiver. 

b) About 15% of the workforce leaves annually to be full-time caregivers. The indirect cost to 
American business of workers informally providing long term care is $29 billion in terms of 
retraining, absenteeism, productivity loss, and other related costs.  

c) There are 364,800 family caregivers in South Carolina.  They provide 339.6 million hours 
of care per year at an estimated value of over $2.7 billion. 

d) 83% of persons (primarily friends and family members) who provide informal care for 
seniors are age 51 or older themselves. The majority of caregivers provide unpaid 
assistance for one to four years; 20% provide care for five years or longer. 

e) When 1,500 caregivers stop working, $22 million in purchasing power is lost to the SC 
economy. 

f) Without caregivers, 50% of the recipients being cared for would go to a Medicaid nursing 
home and cost the state $7.4 million in state funds to provide Medicaid nursing home care 
for one year. 

g) 43,020 persons in South Carolina 65 and older have Alzheimer’s disease.  By 2025, 
125,190 South Carolinians will have Alzheimer’s disease.  The average lifetime cost of an 
Alzheimer's patient is $174,000 and the estimated cost of the disease in the U.S. each 
year is $100 billion dollars. Assuming a 5% cost of inflation, the cost of Medicaid nursing 
home care for persons in South Carolina with Alzheimer's disease and dementia will be 
$2.6 billion by 2025.   

 
V. Encourage personal responsibility so that certain inevitable services like long-term care are 

purchased by individuals rather than funded as entitlements. 
 

a) Less than 10% of Americans have purchased long term care insurance.  Most long-term 
care expenses are not paid directly by consumers, but by government programs, primarily 
Medicaid.   
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b) Social Security, with pensions, provides the bulk of retiree income.  Over one-fourth of 
South Carolinians 50 and over depends solely on Social Security for income. In 2000, 
there were 411,216 retired workers in South Carolina receiving Social Security benefits 
with an average monthly benefit of $812.  Total benefits equal $4 billion annually. 
 

c) Seniors are the fastest-growing group of debtors in the U.S. In 1992, only 35 percent of 
seniors carried debt, but this figure increased to 59 percent by 2000. Nearly 23 percent of 
seniors 75 and over had debt in excess of 40 percent of their income in 1998. The 
frequency of bankruptcy among seniors has also jumped 244 percent from 1991-2002. 
There are a variety of reasons for this increasing debt, such as insufficient funds for 
retirement, low interest rates and a sluggish stock market, climbing medical bills, major 
home repairs, and loans to family members. Seniors who find themselves in financial crisis 
may seek debt counseling, and should take advantage of programs available to seniors 
such as homestead tax exemption, reverse mortgages, and prescription drug and energy 
assistance. 
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South Carolina White House Conference on Aging 
Recommendations in Priority Order 

 
 

Priority Issue #1: Health Care 
Seniors, as well as other age groups, have been poorly educated on the importance of nutrition, 
immunizations, physical fitness, the dangers of tobacco use and chronic disease management. In addition 
few are actively participating in preventive strategies for better health.  Lack of availability of chronic disease 
management and health prevention/wellness services result in increased senior health problems, 
healthcare costs and greater incidence of chronic illness. 
 
Barriers:  
Funding, transportation, legislative process and agency bureaucracies, lack of knowledge of healthy 
lifestyles, apathy, disparity in services for minority populations, lack of knowledge of cultural diversity, 
ageism, access and affordability, lack of trained professionals, complicated and unclear language, language 
and cultural barriers (i.e. Hispanic), personal attitudes, lack of empathy from medical community 
 
Proposed Solution(s):  

1. Raise the federal tax on tobacco products to fund the prevention and treatment of chronic disease. 
2. Develop a federal Health Care Task Force of health care professionals and lay people to oversee the 

Medicare program and ensure scientifically based, cost effective, quality preventive care and 
treatment of acute and chronic disease. 

3. Redirect existing funds and stimulate public and corporate cooperation with tax incentives, national 
tobacco tax, recycle health related equipment, financial incentives for adapting healthy life styles and 
ensuring affordable and quality health prevention and treatment programs for seniors. 

 
 
Priority Issue #2: Need to Develop Senior Friendly Communities 
Seniors need and have the right to affordable, reliable, accessible transportation.  Urban and rural senior 
friendly transportation is needed to promote independence and access to services. 
 
Barriers: 
Money/funding, background checks, fragmented funding, liability, rising cost of fuel, lack of training, lack of 
coordination of services, lack of communication about services, automated telephone systems, availability 
of volunteers, single rides, lack of knowledge of replicable projects, variety of services as required by 
location – urban/rural. 
 
Proposed Solution(s):  

1. Legislation that protects providers/entities from liability. 

2. Remove restrictions on FTA funds to allow availability at a lower rate match to agencies that provide 
transportation to seniors, to allow expansion of transportation to access seniors to communities and 
services.  

3. Develop and implement senior friendly, affordable, ADA compliant transportation for rural and urban 
communities which would allow seniors to remain independent.   

 
 
Priority Issue #3: Long Term Care and Continuum of Care 
Restructure Medicaid/Medicare and develop private and personal funding incentives for financing and 
providing additional flexible options for LTC continuum. 
 
Barriers: 
Lack of available funds, political turf wars, increased population, how care is financed, passing-the-buck 
attitude, lack of interest, federal regulations, lack of coordination between federal and state programs, lack 
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of training in Geriatrics, entitlement mentality, lack of state and federal representatives demonstrating 
interest, inappropriate Medicaid asset transfers, institutional bias, lack of education about programs 
available, language and cultural differences, lack of education for politicians on the needs of seniors, 
wartime economy 
 
Proposed Solution(s):  

1. To educate the public and policymakers regarding the needs of the population for LTC services, 
current resources, description of services and the need for increased flexibility and reimbursement to 
reflect the true cost of quality care. 

2. To establish a coalition to educate policymakers and elected officials, at the national, state and local 
levels, about restructuring Medicare/Medicaid to deal with current and projected issues.  

3. To establish a program of equitable co-pay, based on income and assets for any person in the US or 
its territories who accesses the continuum of care. 

 
Priority Issue #4: Caregiving 
The National Family Caregiver Support Program does not adequately address the needs of the two target 
populations: the caregivers taking care of seniors 60 and older, and seniors 60 and older caring for 
dependent children age 18 and younger.   
 
Barriers: 
Government/politics, lack of awareness of caregiving epidemic, funding issues, business and industry 
cooperation, adequate support services often not available, inadequate family/caregiver financial resources, 
unfair distinction in the system between rural and urban areas, lack of awareness of what it is to be a 
caregiver, lack of uniform national services, lack of coordination and collaboration, caregiver 
denial/embarrassment/isolation/confidentiality leads to reluctance to ask for help, age eligibility 
requirements 
 
Proposed Solution(s):  

1. Increasing the Title IIIE funding to meet the growing needs of caregivers; 

2. Add additional staff for advocacy (elected officials and public), training and support; and 

3. Empowering the caregiver through maintained flexibility and consumer direction. 

 
Priority Issue #5: Planning for the Future 
There is a need for a quality comprehensive, coordinated information system that links agencies, 
organizations, and individuals to resources to support seniors and a plan to communicate those services to 
improve seniors’ quality of life. 
 
Barriers: 
Inadequate funding, ineffective communication, political ignorance, standards of quality, lack of coordination 
between existing programs, redundancy, weak organizations 
 
Proposed Solution(s):  

1. Create a national task force to educate the politicians on the need for adequate funding for a 
comprehensive high quality information system. 

2. The Department of Health and Human Services should develop a partnership among federal 
agencies and the private sector to fund and implement a national information system network. 

3. Implement a sustained multimedia educational initiative informing the public and the appropriate 
agencies about available services and resources and services for older adults. 

 
Priority Issue #6: Housing 
There is a lack of proper and sufficient funding for adequate, affordable and accessible housing and 
supportive services for all seniors. 
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Barriers: 
Red tape, lack of knowledge (government, seniors, family, and community) about housing needs/choices 
and the supportive services needed to age in place, annual budget cuts for new housing and subsidized 
housing programs, funding for senior housing is not a legislative priority, lack of economic resources, 
partisan politics and “pork barreling”, insensitivity to senior issues, international issues versus local issues, 
apathetic public and government officials’ attitudes towards public policy, resistance to change 
 
Proposed Solution(s):  

1. Take care of home first by reallocating some funds presently allocated to international issues to 
accessible housing and supportive services for all seniors. 

2. Provide federal financial incentives to the states to encourage partnerships and collaborative efforts 
to educate legislators, community leaders, seniors, and families on the need for and availability of 
various housing options. 

3. Modify the Older Americans Act to change the WHCoA to being held every 5 years in order to more 
frequently evaluate and modify national policy related to senior issues including, but not limited to, 
senior housing needs.  

 

Priority Issue #7: Impact of Alzheimer’s Disease  
The impact of Alzheimer’s disease and related dementias in the United States is costing families, 
businesses and government billions of dollars.  The number of people who will be affected by these 
diseases will reach epidemic proportions within the next decade.  
 
Barriers: 
Ignorance, competition for funds, tendency to address crises rather than fund prevention activities, persons 
with dementia cannot advocate for themselves; caregivers are often burned out, stigma related to 
Alzheimer’s disease and related dementias, cost of war is impacting funding for other priorities, lack of 
collaboration with research on other prevention initiatives, competition between agencies, unwillingness to 
take personal responsibility for healthier lifestyles, cultural barriers, nobody wants to increase taxes 
 
Proposed Solution(s): 

1. Urge Congress to recognize and acknowledge the impending epidemic of Alzheimer’s disease and 
related dementias and its impact on families, businesses and government. 

2. Recommend that Congress enact legislation to support prevention, education and research on 
Alzheimer’s disease and related dementias in order to delay onset of dementia and curb associated 
financial burdens. 

3. Funding to support this legislation should be a minimum of one billion dollars yearly for the next five 
years.  

 

Priority Issue #8: Research 
Establish a patient centered model of collaboration among health care/and human service providers, 
researchers, insurance companies and drug companies to promote lifestyle changes and preventive care.   
 
Barriers: 
Lack of collaboration among government agencies for research funding, lack of self accountability (quick fix 
mentality), focus on treatment rather than prevention, strong lobby by drug industries for treatment versus 
prevention, lack of public awareness of research findings, health insurance does not provide coverage for 
preventive services, patient/provider trust issues, lack of communication between providers and patients, 
geriatrics is a low prestige research specialty, inadequate reimbursement for Medicare, lack of funding in 
the aging field, lack of interest among funding resources in prevention, aging research lacks urgency in our 
society 
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Proposed Solution(s):  
1. Increase funding for wellness and preventative research.  

2. Include evidence based outcomes in research. 

3. Inform and educate all stakeholders about wellness and preventive care research. 

 
Priority Issue #9: Workforce Issues 
We are not adequately preparing for an aging workforce or providing options to enhance & encourage 
continued employment. 
 
Barriers: 
Age discrimination and unsubstantiated myths of older workers, work place disincentives to remaining 
employed in the concept of retirement as a required rite of passage, challenges of low skilled, low income 
older workers with multiple barriers to employment who must work to maintain the basic essentials of life 
including food, shelter, clothing and medical care, unavailability of meaningful training/retraining, reluctance 
of employers to explore work options 

 
Proposed Solution(s):  

1. Educate the business community and market the value of older workers and their ability to learn and 
adapt. 

2. Encourage public and private research that identifies employer and employee needs and interests of 
an aging workforce. 

3. Offer adequate training and funding in traditional or non-traditional settings that targets seniors. 

 
Priority Issue #10: In-Migration 

Federal allocations of resources to address the Medicaid eligible population and other services for 
the older population need to more aggressively take into account the rapid in-migration of the 
retiring population among the states, rather than basing allocations only on census data. 
 
Barriers: 
Categorical allocations for services from federal level limit the ability of the states to address locally 
documented needs, precedents, or “that is the ways things have always been done,” hinder progress, 
dependence on outdated census data prevents equitable resource distribution in the “between Census” 
years, especially in fast growing states, opening the discussion of resource allocation usually sets in motion 
opposition from the various special interest groups, the resistance of Congress to work on a bipartisan basis 
prevents the achievement of positive change, the complexity of issues requires significant expenditure of 
time to achieve satisfactory solutions 
 
Proposed Solution(s):  

1. The federal government shall allow states greater flexibility to address state and local level needs 
with budget appropriations. 

2. For a more favorable allocation of federal resources, the method to determine each state’s allocation 
of federal funds shall be updated on a mid-decade basis. 

3. Encourage more active participation of the private sector as arbiters and consensus builders in the 
political process of finding solutions to aging issues. 
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Lt. Governor André Bauer 
 
Madam Chairwoman and members of the Committee, 
 
I would appreciate just a moment.  I know Nela Gibbons from my office has already spoken and 
I don’t know what she covered because I just came in; but I would just like to say that tomorrow 
in the full Medical Affairs Committee, the Geriatric Bill will be taken up. Rep. Nathan Ballentine 
pushed this piece of legislation through the House.  The House overwhelmingly passed it and it 
came to the Senate.  It has passed the subcommittee and is now before the full Committee 
tomorrow.  I invite any of the committee members or others present here today to stop by and 
let me know that they would like to see this piece of legislation passed.  I think it’s one of the 
most important things affecting our seniors to get more geriatric physicians that specialize in 
looking after our seniors.  We currently have less than 1 per county which is not a very good 
ratio with our state’s population continuing to age.  This is a big piece of legislation that we 
would like to see passed this year and start to encourage young people in medical school to 
practice geriatrics.  That’s my big push today.   
 
I thank you for what you are doing for our seniors.  South Carolina is a leading state when you 
talk about seniors.  It’s the 5th largest in the country for influx of in-migration into South Carolina.  
So, a lot of people are watching what we’re doing in South Carolina.  We’re excited about what 
we’re doing and we thank you for what you’re doing. 
 
Rep. Neilson: Thank you for being here.   
 
Senator McGill:  Not so much a question but we appreciate your deep commitment to the 
seniors of this state.  A lot of light has been spread across the state for our seniors since you 
have taken over. You and Ms. Gibbons have done a marvelous job along with staff members.  
We want to just say to you, Lt. Governor, keep up the good work for our seniors in SC.   
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LIBBY CONKRITE 
 
 

Good afternoon.   
 
Thank you for this privilege.  I’m just going to briefly tell you a little bit about me.  I’m 48 years old, I 
worked full time, I raised two (2) children, I’m divorced and on May 3, 2004, my life crumbled 
before me.  I had a stroke and on June 12, 2004 I had another stroke.  I spent 5 ½ weeks in the 
hospital.  I lost my job, had no income, they are foreclosing on my home.  Life can’t get any worse 
unless I put a canopy over that nice ramp that I found through the Lower Savannah Council of 
Governments to help me have some quality of living. 
 
I have what they call hemiplegic migraine headaches.  I have no warning. I lose complete control 
of my right side and I just black out and fall down – the headache is excruciating.  I take $3,600 
worth of medicine a month for me to be able to function.  Today, I am here on my own; tomorrow I 
may be on my walker.  I may have home health care in two weeks to help me bathe because I 
won’t be able to use my right side.  When all this happened to me, I didn’t know what to do.  I 
couldn’t get any help; I didn’t have any money; didn’t have insurance; didn’t have food; couldn’t get 
to the doctor because I couldn’t drive; didn’t have family members that live close enough to help 
me.  So, I was directed through “Acts of Caring” which is area churches working together, to the 
Lower Savannah Council of Governments who put me in touch with this medication assistance 
program and trust me, ladies and gentlemen, it works.  I would not have medication today had I not 
been able to go to the Lower Savannah Council of Governments. Lynnda Basham, Cathy Lindler 
and Peggy Ellers, these folks in Aiken work real hard for folks like me.  I have lost memory and if it 
wasn’t for folks like them, I wouldn’t be here.  I get lost going to the grocery store. But if you looked 
at me today – I look healthy as a horse.  But I’m not. I have applied for disability and was denied. 
They say there’s something out there I can do – I guess you could work on your back if you had to. 
It’s a process.  But these folks do a terrific job.  You go to the Lower Savannah Council of 
Governments and they help you with your medications, tell you that there is an attorney here who 
will work with you pro bono, there are doctors who will accept you at their clinic with no insurance, 
this agency here will ensure that your lights are not turned off.  I’m 48 years old and know how 
devastated I was when all this happened to me.  I can image being a senior and this happening.  
 
I just appreciate everything that they have done for me.
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Testimony to the Joint Legislative Committee on Aging 
 

May 24, 2005 
 

Presented by:  Maria Patton, Secretary 
Alzheimer’s Resource Coordination Center Advisory Council 

 
 
As the Secretary for the Advisory Council to the Alzheimer’s Resource Coordination 
Center, I want to thank you for your attention to the needs of families in South 
Carolina who are coping with the challenges of Alzheimer’s disease and related 
disorders. 
 
In 1994, the state legislature created the Alzheimer’s Resource Coordination Center (ARCC) in 
response to the recommendations of the Blue Ribbon Task Force on Alzheimer’s Disease in South 
Carolina.  The mission of the ARCC is to improve the quality of life for persons with Alzheimer’s 
disease or related disorders, their families and caregivers through planning, education, 
coordination, advocacy, service system development and communication.  It is guided by a twenty-
three member Advisory Council appointed by the Governor.  The Advisory Council includes 
representatives from state agencies, professional organizations, universities, and caregivers with 
an interest in providing and improving care and services for the population. 
 
In 2004, the SC Alzheimer’s Disease Registry identified 42,758 persons in South Carolina with 
dementia.  Approximately 250,000 persons care for these individuals.   The Registry predicts that 
the number of persons affected by Alzheimer’s disease and other related disorders will double in 
the next 15 years, and nearly triple in 25 years.  A recent study by the National Institute on Aging 
suggests that those numbers may be higher since the declining death rate after age 65 may mean 
that more people will survive to the oldest ages (after 85) where the risk for Alzheimer’s disease 
and other disorders are the greatest. 
 
Eighty percent of care for persons with Alzheimer’s disease or related disorders is given in the 
home by family or friends.   The physical, emotional, and financial demands on unpaid caregivers 
are huge, especially for those caring for a person with dementia.  Families want to keep their loved 
one at home.  However, the absence of supportive services which enable families to care for the 
loved one at home may lead to premature placement in an institutional setting, increasing the 
economic cost to the state and the psychological cost to the family caregiver. 
 
Using Medicaid statistics, care at home for an individual with Alzheimer’s disease costs 
approximately $13,500.  Care in a nursing facility with Medicaid reimbursement costs 
approximately $35,000.  The average cost throughout the disease process for a person with 
Alzheimer’s disease or a related disorder is $174,000.  Many persons do not qualify for Medicaid 
and must bear the cost themselves, thereby putting a tremendous financial strain on the family. 
 
Part of the mission of the Alzheimer’s Resource Coordination Center is to foster the development 
of a system of care that will provide families throughout the state with access to appropriate 
services.  Whether those services are delivered in the home, the community or a residential 
setting, they should be responsive to the needs of the person with dementia and the primary 
caregiver. 
 
Caregivers of persons with Alzheimer’s disease in South Carolina have identified their top three 
needs: 
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 1.  Caregiver support, in the form of emotional support, family support and     
                support groups. 
 2.  Information and resources on the disease 
 3.  Respite (respite services provide a break of a few hours for the   
                caregiver from their 24 hour a day, 7 days a week job of caregiving.) 
 
A major barrier to proper care and services for individuals in South Carolina has been the lack of 
resources to fund the continuum of services needed by families through the course of the 
progressive disease.   
 
The $150,000 in state funds allocated by the Legislature for the ARCC each year are used to 
develop community based respite programs, caregiver education and training, and other 
supportive services to caregivers of persons with Alzheimer’s disease and related disorders.  Over 
one hundred small seed grants to communities have been awarded since 1995.   These programs 
include group respite, in-home respite, and a voucher based respite program in which consumers 
can choose the type of respite that best meets their needs.  Educational programs target persons 
with Alzheimer’s disease and their caregivers, the medical community, colleges and universities, 
first responders, such as police, fire and emergency medical personnel, and the general public.  
Recipients of the grants are required to equally match state grant funds through other resources.  
Of the one hundred grants awarded in the last ten years, sixty-seven programs are still being 
implemented throughout South Carolina. 
 
As of December 2004, forty-five (45) respite programs have been started in twenty-eight of South 
Carolina’s forty-six (46) counties.  Educational initiatives have been funded in twenty-two counties 
(22).  However, over 25% of South Carolina counties have no funded educational or respite 
programs at all.  And many of the programs need supplemental on-going support to provide 
services to low-income families. 
 
The ARCC is the only entity in South Carolina that awards grants to start respite and education 
programs in communities.  It monitors and provides technical assistance to grantees to ensure that 
the standards remain at the highest level.  It offers information and resources to the grantees as 
well as the general public.  The ARCC continues to encourage and support grantees after their 
grant award has ended, offering technical assistance to encourage the sustainability of their 
programs. 
 
Alzheimer’s disease is one of the costliest and most uninsured health risks South Carolina families 
are likely to face.  With the Baby Boomers aging and with in-migration, South Carolina’s senior 
population is going to drastically increase.   With the increase in the numbers of seniors and the 
increase in life expectancy, the impact of Alzheimer’s disease on families, government and 
businesses may reach epidemic proportions.  By preparing for the future now and providing the 
much-needed supportive services for families caring for loved ones at home, South Carolina will be 
ready to meet the challenges of Alzheimer’s disease and related disorders with programs and 
services in place rather than trying to handle the epidemic after it has started.  
 
We thank the Joint Legislative Committee on Aging and the South Carolina Legislature for its 
support of the Alzheimer’s Resource Coordination Center in fulfilling its mission of improving the 
lives of South Carolinians with Alzheimer’s disease and related disorders and their caregivers. 
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JOINT LEGISLATIVE COMMITTEE ON AGING 
PUBLIC HEARING 

 
May 24, 2005 

 
Sue L. Scally, Ph.D. 

 
 

Thank you for this opportunity to speak to you today about an issue that is of great importance to older adults and their 

families.  The issue that I would like to address asks this fundamental question:   “If you need assistance in caring for 

yourself, how would you like to receive that assistance?”  Put that way, it becomes a very personal question for each of 

us, both for ourselves and for those that we care about. 

 

Many older adults and other persons with disabilities require assistance with activities of daily living and/or chronic 

health needs.  Such assistance makes it possible for them to maintain some independence and live in their 

communities.  The type and degree of assistance required varies widely.  It may include assistance with personal care 

(e.g., bathing, feeding, dressing), assistance with meal preparation and other household chores, help with mobility and 

finances, medical supplies, equipment, medication, or skilled nursing care. 

 
Issues related to long term care are increasing in importance with the growth of the senior population. The 2004 AARP 

report, Across the States:  Profiles of Long-Term Care, reports that 22.2% of South Carolina’s 65 and over population 

has self-care or mobility limitations.  The rapid growth in the 85+ population raises serious issues regarding the 

availability of long term care and how it is provided in the state.  

 

Consumer research in South Carolina, as in many other states, indicates that consumers wish to have more choice in 

how they receive services.  However, the current system has significant barriers to consumers getting long term care 

services that are consistent with their values of:  1) receiving services at home and in the community, rather than in 

institutional settings; and 2) having control over how services are provided and who provides them. 

 

Why is this so?  The system that currently provides long term care is shaped by two powerful forces: 

 

1) How care is financed – Most long term care expenses are not paid directly by the consumer, but are paid on 

behalf of the consumer by third parties such as government programs or insurance companies.  Public funding pays for 

approximately 62% of long term care with the remainder covered by out-of-pocket expenditures, private insurance or 

other sources.  Medicare pays only about 14% of the costs of long term care while Medicaid pays 45%, making it the 

largest payer of long term care.  Thus, to a large extent, the long term care that people receive is often dictated by the 

requirements and conditions of the Medicaid Program.  The chart below shows the sources of funding for long term 

care. 
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Source:   Kassner, Enic.  Medicaid and Long-Term Services and Supports for Older People.  AARP. 2004 

 
2) Who provides the care –  Payers control who may be reimbursed for providing long term care services.  

Despite the fact that approximately 80% of all long term care is provided informally by families and friends, they 

typically are not eligible for reimbursement through public funding sources such as Medicaid and Medicare.  Based on 

a traditional “medical model” of long term care, most payers have concentrated their resources on care provided by 

institutions and by professionals licensed by the state.  So while consumers prefer care provided in their home and 

support services provided by family, friends, or other persons of their choosing, care must often be provided in 

“facilities” and even home care must be provided by licensed or certified professionals.  These professionals influence 

or control the type, amount, location, and provider of services received. 

 

 

 

 

South Carolina FY 2003 Medicaid expenditures for long term care for the elderly reflects that over 80% of 

expenditures went to provide institutional care. 

 

 
SERVICE PERSONS SERVED FY 2003 

EXPENDITURES 
% OF LTC 

EXPENDITURES 
Nursing Home Services 17,264 $418,568,552 83% 

Home/Community Based 
Waiver - Elderly/Disabled 

13,589 $73,834,320 15% 

Home Health 7,765 $12,191,153 2% 
TOTAL 38,618 $504,594,025 100% 

 
Source:  Burwell, Brian; Sredi, Kate; and Eiken, Steve.  Medicaid Long Term Care Expenditures – FY 2003.  Medstat. 
May 25, 2004. and SC DHHS Annual Report on Home and Community-Based Services Waiver (CMS 372 Report). 
 
Note:  Persons served are based on 11,522 Medicaid permit days for nursing homes; 11,000 approved slots for the 
waiver, and a limit of 75 visits per year per home health recipient. 
 
 
To promote a system that provides for consumer choice and direction within the public sector, having the money 

“follow the person” is an approach advocated by the federal Centers for Medicare and Medicaid Services.  States can 

Medicaid
45%

Other Public
3%

Medicare
14%

Private 
Insurance

11%

Out-of-Pocket
23%

Other Private
4%
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allocate funding to support persons in need of long term care services, without narrow restrictions on the type, timing, 

location, and provider of services.   Working within a limited budget based on the level of their disability, consumers 

(and families or other representatives if necessary) make the decisions about the kinds of services that will work most 

effectively for them, and the location, timing, and provider of those services.  As consumers make changes in those 

decisions over time, the money budgeted for the person would follow them to the new services or providers. 

 

South Carolina already has a Medicaid Independence Plus waiver under the President's New Freedom Initiative.   

Through this initiative, persons in the Medicaid Elderly/Disabled Waiver are offered the option of self-direction, with 

the assistance of a care advisor and a financial management service.  It has been piloted in two regions of the state and 

is now ready to begin the process of being implemented statewide.  Additionally, South Carolina’s Family Caregiver 

Support Program operated statewide through the Lt. Governor’s Office on Aging provides increased opportunities for 

caregivers to make care decisions. 

 

Consumers who pay for their own long term care have the full array of choices about their care available to them 

(assuming services are available through the market place and at an affordable price).  Therefore, decreasing 

dependence upon public financing is another way to promote individual control and choice. 

 

 

Recommendations 

 

 Expand the concept of consumer choice to all public funding for long term care services.  As part of this 

expansion, the state should no longer earmark long term care funds for certain services or providers, instead 

allowing those funds to “follow the person” to the service and provider of their choice.  This would allow 

individuals and families to make decisions about their greatest needs and how they can be most efficiently and 

effectively met.  This approach also recognizes the fluidity of needs of older adults and develops a payment 

structure that facilitates smooth transitions between service systems. 

 

 Recognize that informal care is the backbone of the long term care system and must be supported by public 

policy.  Support informal caregivers by providing a broader array of supports from which they can choose and 

by providing financial assistance to informal caregivers for providing care.   

 

 Support federal legislation that will permit South Carolina and other states to implement a program that 

improves access to affordable private long term care insurance.  Known as the Long-Term Care Partnership 

Program, the program permits consumers who exhaust benefits under their private long term care insurance to 

become eligible for services funded by Medicaid without having to meet the usual financial eligibility 

requirements. This enables consumers to avoid a spend-down of assets.  The program is a win-win in that it 

saves the government money at the same time that it provides an incentive for consumers to purchase long 

term care insurance. 
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Thank you again for this opportunity to speak to you on an issue that makes such a huge difference in the quality of 

life we can hope to experience in our older years. 
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Tom Sweeney 
 
I’m a humble volunteer serving on a committee who reports to Nela and Bruce.  I represent private industry - 
the insurance industry.  And a lot of the issues that are being talked about here are going to require years of 
education.  Our business of education; we don’t sell, we help people choose.  I cannot speak for the industry; 
I can speak for our office.  We would welcome you to request us to help you in the education process. Many 
of the things that go on can be handled through private responsibility for financial planning.  So, we 
welcome your request to help us to help you to get the word out to people that they need to plan as they get 
older. And we think that planning starts in college so we welcome you to ask us to help.  I’ll be working 
through Nela’s committee to provide any assistance that I can but we welcome your request for somebody to 
help out. 
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Helen Dills Pittman 
 
My name is Helen Dills Pittman and I am just a simple tax payer, a mother of an 8 year old child, the wife of 
a 77 year old husband and the daughter of a mother who died 3 weeks ago in a nursing home.  This 
committee and the Legislature has done great things in aging over the last few years.  I would like to 
congratulate you for those things beginning with 
 
A few years back you allowed dental hygienists to start coming in to nursing homes. For years we have 
known that if you can’t eat your food, you can’t be healthy but we never allowed for those dental services 
before.  I’d like to say that that has been wholeheartedly embraced by the nursing home industry but it has 
not because there has not been enough publicity nor incentive of that issue to get those hygienists in there.  
I’d like for you to also in your research to look at a dental program that is going on in North Carolina nursing 
homes where they actually take full dental care to nursing home patients.  It only makes sense.  If you can’t 
eat, you can’t be healthy.  It’s one area that we say that we’re going to provide a healthy meal but 
unfortunately if you can’t eat it, it doesn’t do any good for it to be sitting there in front of you. 
 
Also, in nursing homes our vulnerable individuals depend on our ombudsmen to come in and protect there 
rights.  You must understand how our ombudsmen programs works in this state.  In most areas, it is operated 
under a Council of Government (COG).  The COG Director hires and fires those ombudsmen; not the bureau 
of aging – they may provide the education but that’s it.  I know this because I was trained as an ombudsman.  
If you are under the direction of someone who can hire and fire you do your evaluations, many times you are 
left in a situation of this is a political organization, don’t make waves.  If someone has not been killed, 
maimed, it’s ok.  You’re certainly not going to go in at 3:00 am on the last shift to see what’s going on. For 
several years we have talked about doing a volunteer ombudsman program.  This could make the greatest 
difference in the world to these vulnerable individuals.  Please, please go forward with the work that has 
already been done in this volunteer ombudsman program. 
 
Next I would like to thank you so very much for (several years back) removing the special sales tax 
exemption so that meals that were being delivered in this state could be better at a level playing field.  7% 
sales tax does make a difference and it has made a difference in the improvement of the quality of food that 
our seniors now get. 
 
I’d like to also thank you for working toward and going forward with the Lt. Governor and the Bureau on 
Aging in providing RFP’s this year for services. But, when you talk about services you only talked about 
services that were provided at the Council on Aging level. When you look at services that were provided for 
the aging population of this state, you must also look at the AAA.  They provide information & referral, 
family caregivers, I-CARE counseling, ombudsman services, Title V senior services, Medicare referral and 
are most often housed in the Council on Government (COG).  What is the mission of the COG, the training 
of the COG, to assist the AAA’s in doing this?  Is there a mission statement to truly improve the quality or 
quantity of life for our citizens? Or does their mission statements read much more about simple economics, 
highways, planning, zoning concrete.  They don’t read a whole lot about help and heart.  Sometimes if you 
want the programs to go in the right direction, you’ve got to make sure that the mission, the drive, the 
accuracy is there. In this state, we have several different housings of our AAA’s.  Some of them are done on 
an independent basis.  Most of them are in our COG’s.  
 
 I would like for you to look at one other possibility and that would be housing the AAA at the Clemson 
Extension Services.  If you think about this for a moment, it will become clear to you that information & 
referral – the extension agents have years of providing information & referrals to all families.  When you’re 
dealing with insurance companies, you’re dealing with very low income and trying to get all your bills paid, 
you need budgeting help.  Clemson does that.  Only a couple of years ago, we had a program in this state 
called Be Smart.  It won a national award.  It was for seniors and it was handled out of the Central Council of 
Government here in Columbia.  But they partnered with Clemson Extension because Clemson understands 
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grass work network.  They understand working with families; they understand education; they have the 
background and training to do that.  Who else is better qualified to talk to our seniors about nutrition, about 
daily activities of life, about gardening, about simple things like “find it-file it”.  It’s a simple tool that they 
have used for years that has helped seniors. 
 
End of Tape 
 
 
 


